-Clini,a s-ction9 birth. In this patient it seems probable that the condition is not one of congenital atelectasis, for the following reasons :--(1) The right lower lobe, as represented by the triangular shadow in the skiagram, is larger than might be expected if it had never expanded, since under the latter circumstances it would be unlikely to grow with the child.
-Clini,a s-ction9 birth. In this patient it seems probable that the condition is not one of congenital atelectasis, for the following reasons :-- (1) The right lower lobe, as represented by the triangular shadow in the skiagram, is larger than might be expected if it had never expanded, since under the latter circumstances it would be unlikely to grow with the child.
(2) The extreme displacement of heart and trachea to the right indicates both collapse and fibrosis rather than congenital atelectasis. In congenital cases, expansion of the upper and middle lobes should fully compensate for atelectasis of the lower lobe.
(3) The division of the main bronchus shows that the collapsed area represents the whole of the right lower lobe and gives no evidence of an accessory lobe or other congenital abnormality.
(4) In the majority of these cases, there is a definite history of symptoms dating from pneumonia or measles in infancy or early childhood, and though in this case symptoms have been minimal, the illness at 18 months of age suggests the possible origin of the collapse. The term " collapse " bronchiectasis has therefore been used in preference to that of " atelectatic bronchiectasis," although the latter is generally taken to include both types of case.
With regard to treatment, carbon dioxide inhalation had been ineffective to expand the collapsed lobe, and the views of members on the advisability of lobectomy would be welcomed.
Di8cu8sion.-Dr. PHILIP ELLMAN said that the bulk of these cases of saccular bronchiectasis were congenital in origin, and there was no reason to suppose that this case was an exception to the rule. He thought it might be regarded as a case of congenital atelectatic bronchiectasis.
He thought that, since the ordinary palliative measures did not appear to have been of much assistance, and since this was a case of bronchiectasis limited entirely to one lobe, the question of lobectomy should be given serious consideration. If much time was lost there was a risk of a spill-over and spread into other portions of the lung; it would then be too late for lobectomy. In the hands of an expert thoracic surgeon--and this must be emphasized-this operation, certainly a major one, was recognized as the only real method of radically treating the disease, and here was an excellent indication for it. Dr. J. L. LIVINGSTONE said that in his opinion operation at the moment was not justified. The danger would come at puberty, when the chest enlarged and more definite bronchiectasis was likely.
He thought the child should be watched carefully with regard to displacement of the mediastinum; when that began to show there would time enough for phrenic avulsion or ]obectomy. Treatment.-As the sacro-iliac joints were not ankylosed but showed definite evidence of an active infective condition, it was decided to subject the patient to the wide-field radiation with X-rays of low intensity. The whole posterior surface of the body was radiated by this method. The patient.had six treatments in one month, and in six weeks was able to touch her toes; finally full spinal movement was recovered. Her general health showed a remarkable improvement-she put on over a stone in weight in six months. In eight weeks she was able to dance and do mountain-climbing. She has now a single dose about every six months as a prophylactic measure. Several other cases have been treated by the same method, and it would appear that if the infection of the sacro-iliac joints is active, response to X-rays may be expected. Deep X-ray therapy (short wave) should never be attempted.
Spondylitis Adolescens treated Three Years Ago by Wide Field
The vanadic acid test, a serological examination, is now being tried in these cases as a guide to dosage, and appears to form a very valuable adjunct to X-ray therapy generally.
DN8cu88ion.-Dr. J. POYNTON said that the sedimentation rate, though frequently raised in rheumatoid arthritis, did not reach such heights (e.g. 70) as in acute rheumatism. Usually 20-40 was found. Did Dr. Gilbert Scott differentiate a special form of arthritis deformans in which the first lesion was that of the sacro-iliac joints ? If so, this was an interesting and important clinical fact for further investigation.
Dr. G. SCOTT (in reply) said that he did not differentiate a special form of arthritis deformans, but had found that all cases of spondylitis deformans in the young patient commenced with a lesion of the sacro-iliac joints.
Aortic Disease of Unusual Evolution.-COURTENAY EVANS, M.D. J. 0., male, aged 50, general labourer in a gas company. In August 1932, became short of breath, easily tired, and later pale. On admission to St. Bartholomew's Hospital in January 1933, he was found to have a " secondary " type of anaemia. Hb. 40%; R.B.C. 5,000,000; W.B.C. 10,400; polys. 66%; lymphos. 30%; eosinos. 2%; monos. 2%. Sputum negative for tubercle bacilli.
Wassermann reaction negative. Radiograms of chest showed a heart in which the right side was slightly enlarged and the aortic knuckle prominent; an old apical scar (left) and an old dense focus at the right lowei zone. Heart clinically normal. Blood-pressure 108/70. No cause for antmia found; pyrexia for eight days during stay in hospital. Great improvement with iron. Returned to work April 1933.
Quite fit till March 1934. While away from work on account of gastric trouble, experienced a sudden attack of loss of speech, paralysis of the left side and unconsciousness lasting two or three seconds. Later there were several attacks of pain between the shoulders and over the heart, passing down both arms; the pain came on during rest or on exercise, and sometimes lasted an hour.
Readmitted to hospital in May, when the heart was found to be enlarged and the impulse heaving. There was some pulsation and a systolic thrill in the second right intercostal space and in the suprasternal notch. Systolic and diastolic murmurs at apex and base. Pulse collapsing in type, the right weaker than the left and showing a definite lag. Blood-pressure, right 112/40; left 124/40. Very slight clubbing of fingers. Examination of central nervous system showed an absent left ankle-jerk. Blood-culture negative. Wassermann reaction (blood) persistently negative. The urine showed a very occasional red cell; no casts seen. Blood-count:
Hb. 94%; R.B.C. 5,780,000; W.B.C. 12,000. Differential: Polys. 56%; lymphos. 40%; large monos. 1i5%; eosinos. 2%; basos. 0-5%. Skiagrams of heart: shadow
